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F 000 | INITIAL COMMENTS F 000 ;
Our unannounced, complaint investigation wak
This report Is the resuit of an unannounced ¢ompleted on September 18, 2013. The survey
Abbreviated Survey conducted at Garden Village process serves as a guide to “measure” the |
on September 18, 2013. A sample of 10 quality of our services. However the final i
residents was selacted from a census of 85 decision of the quality of our services rests with
residents. The sample included 10 current you: our resident, family, doctor and friend of
residents. - Garden Village. ;
The following were complaints investigated as Thank you for your continued interest in ;
part of this survey: Garden Village. As you review this survey |
40871057 Roneved report and have any questions about any aspect
40868281 Yallma RO Qf it please do not hesitate to ask for assistance.
#2051089 0CT -1 2013 T — |
The survey was conducied by: ! |
i R.N. Submission of this Response and Plan of |
Correction is not a legal admission that a |
: The survey team is from. deficiency exists or that this Statement of
~Department of Social & Health Services deficiency was correctly cited, and is also not
. Aging & Long Term Support Administration . o be construed as an admission of interest
| Residentiat Care Services, District 1, UnitC against the facility, the Administrator or any
3611 River Road, Sulte 200 employees, agents or other individuals who
Yakima, Washington 98902 ; draft or may be discussed in this Response and

Plan of Correction. In addition preparation and

Telephone (509) 225-2800 5 Esubmission of this Plan of Correction does not

Fax;} (579) 745007 L : onstitute an admission or agreement of any
b / AP Iy = - - . . - ,
{J{j //L’ /éf/%//@/:f ‘ //‘ ,77 ,5///// :’;': ! kind by the facility of the truth of any facts
Reﬁdential Care Servicas 7 Date f alleged or the correctniess of any conclusions
F 314 ' 483.26(c) TREATMENT/SVCS TO , F 314 pet forth in this allegation by the survey agency,

§5=G | PREVENT/HEAL PRESSURE SORES :
ccordingly, the Facility has prepared and

Based on the comprehensive assessment of a ubmitted this Pian of Correction solely

resident, the facllity must ensure that a resident . ecause of the requirements under state and
who enters the facllity without pressure sores federal law that mandate submission of a
does not develop pressure sores unless the
Individual's clinical condition demonsirates that Plan of Correction within ten (10) calendar
- % § £ + ninide il vy
LABORATORY DIRECTOR'S OR PROVDER/SUPHLIER REPRESENTATIVE'S SIGRATURE HETSUL LSRRI T T TR IR e @ {X6) DATE

s .
Sy ply B m § 'y it fw- . A 4 3 {;: : 7 £ PR Y g Y i
Al lw s o ,,zf:?"&%*z%ﬁi’éf{m) »ff v ) Z\fvf Loty AU f}g’ﬁ&f J&”&fmﬁ&%ﬁ( L A
Any deficiency statement ending with an asterisk (*) denotes a deficlencyhich the institut@ﬁ may ba excused from correcting providing it Is determined that
other safeguards provida sufficlen! protection to the patients. (See instruclions.) Excent for nursing hemes, the findings siated above are disclosable 80 days
foliowing the dale of stwvey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of corraction are disclosable 14
days following the date these dosumenis ara matie avellable to the facillly. if deficlencies are cited, an approved pian of correction is requisite to continued

program participation,
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. received timely treatment to promote wound

- he received emergent care and services as
: necessary. This failed practice resuited in actual

" they were unavoidabie; and a resident having _
. ressure sores receives necessary treatment and .
[ services to promote healing, prevent infection and |
- prevent new sores from developing.

- This REQUIREMENT is not met as evidenced
| by
- Based on record review and interviews the

facility failed to ensure 1 of 2 sampled residents
{(#1) at risk for developing pressure ulcers

healing. The facility failed o ensure Resident
#1's pressure ulcer did not progress and/or that

harm to the resident as his pressure ulcer

: worsened resulting in bone infection and probable
 amputation. Findings include: -

Resident #1. Admitted to the facility with :
diagnoses which included diabetes and dementia. |

Review of Progress Notes dated 7/16/13

' revealed the resident developed a Stage 1l (pamat
i thickness skin loss - superficial in nature) open

. area to the lateral side of the left heel measuring
0.2 by 0.2 inches, no depth, with a pink wound

bed. Despite four different treatments being
prescribed by the physician between 7/16-8/1/13
the wound had worsened as evidenced by an
increase in size to 0.68 by 0.4 inches with a depth
of 0.12 inches with scant drainage. =

On 8/1/13 a culture was obtained of the above
wound drainage with the resuits obtained on
8/5/13 noting a bacterial infection that was highly
resistant to many antibictics. Documentation
stated the physician was notified by a Licensed

condition to participate in the Title 18 and Title
19 programs.

The submission of the Plan of Correction
within this time frame should in no way be
considered or construed as agreement with the

the facility.

¥-314 483.25 TREATMENT/SVCS
TO PREVENT/HEAL PRESSURE
SORES

Resident #1 referred to wound clinic.

Any other residents with decubes
reviewed for prompt referrals.

Nursing department inserviced by
DNS re:

1}
2)

Referrals if no improvement and
Make continued attempts to
reach doctor until order is
received.

Policy and procedure reviewed and
revised by MDT and dietician.

Audit will occur of every decube and
foot blister to ensure prompt referrals
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allegations of non-compliance or admissions by
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- Nurse and "awaiting any new orders.” On 8/8/13 : o o
| the resident's body temperature was elevated at | and physician notifications and : '
i ongoing

99 .8 degrees and Tylenol with cooling measures reported to QA committee in 30 days.
-were instituted. In addition, there was asmallto ! j

i moderate amount of bicody drainage present on
the dressing to the left heel. Despite the

| resident's wound infection and elevated body

. temperature there was no further attempt to notify
. the physician until 8/9/13 (four days later) at

: which time he was faxed relative to the lab results
- noting an infection. The physician ordered

; antibiotic therapy on 8/9 and the first dose was

- administered on 8/10/13.

- Documentation between 8/9-12/13 noted the :
. woungd had increased in size to 0.8 by 0.4 inches,

depth of 0.08 inches with large amounts of ‘
reddish-yellow drainage with a foul odor and a ;
small amount of dead tissue present. On 8/17/13 |
: the nursing assessment revealed there was a
: copious amount of tan drainage, wound edges
' were hard and pale with redness around the
wound.

Arepeat wound culture was obtained on 8/22/13
i With results noting the same bacterial infection as |
. previously treated on 8/10/13. Antibiotic therapy

' was again prescribed by the physician of 8/25/13.

On 8/26/13 at 8:00 a.m. a nursing assessment by
Staff Licensed Nurse A, revealed the left heesl

: wound appeared to be "resolving” as wound filling |
- in with new tissue. The resident's family member
. requested a referral to the wound clinic. A

i second nursing assessment later that day at 7:00
i p.m. stated there continued to be tan drainage
land a dark cclor appeared to be around the

- edges of the wound. A nursing assessment ,
| dated 8/29/13 stated left heel wound appeared o |
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" be "resciving slowly".

Review of the physician assessment at the
twound clinic dated $/3/13 noted the pressure
- ulcer was a Stage IV (full thickness skin loss with .
- extensive destruction), size measuring 0.6 by 0.4 |
.inches with a depth of 0.48 inches, "very deep, all |
he way into the bone.” There was dead tissue |
i within the bed of the wound and also bone
i exposed to the wound with dark gray in color.
" New treatment orders were prescribed and bone
- pathology was sent to rule outf bone infection. On |
- 9/6/13 a bone infection was confirmed. ‘

' Review of the physician assessment at the
 wound clinic on 8/10/13 noted amputation was
eing considered as a treatment option due to the
| severity of the wound.

' Atelephone interview on 9/18/13 at 2:10 p.m. with

| the Wound Clinic physician revealed the facility

« did not seek appropriate medical attention to

: determine the cause of the wound and why it was |
still there when it continued to not improve. '

Interviewed on 9/18/13 at 3;00 p.m. Staff A,

Resident Care Manager, reported he was
“unaware the wound was as deep as it was; "the
. wound clinic was able to debride it."

Aninterview on 9/16/13 at 12:14 p.m. with the
. above resident’s family member revealed staff
had informed her the resident's wound was
| improving; however, when she observed it on
. 8/24/13 the wound was purple/black in color with
. pus type drainage. Due to her concerns relative
' to the condition of the wound she requested a ;
referral to the wound clinic that following Monday |
(8/26/13).
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. Although the facility was attentive to wound
| treatments and sought changes in wound
treatment it worsened and/or did not improve.

. accurately reflect the wound condition as
- evidenced by '"resolving” and failed to seek
further medical atterition for the resident.

! Staff assessments and documentation failed to
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